
about eight minutes of convulsive movements, he relaxed and
subsided into a semicomatose condition. Whenever aroused,
he had a staring expression and would immediately relapse
in':o a comatose state. There was complete loss of sensation
and reflexes. The pulse rate was 54; respiration was 18,
and was somewhat labored. During the night following this
experience, the patient was quite restless, involuntarily
throwing the bedding, moaning and sighing aloud, and fre-
quently calling out and beating the bed with the right fist.
Left side movements were wholly uncontrolled. He tried to
get out of bed, but he could not coordinate his movements.
During the day of the fifteenth, he was still unconscious

and very restless, moaning and talking incoherently all the
time. He made an attempt to get out of bed, but fell on the
floor and had to be lifted back. He had three involuntary
actions of the bowels, and voided urine frequently and
involuntarily. Toward evening, he became more quiet and
seemed to show some return of consciousness. He had a

quiet and restful night, and in the morning he was perfectly
rational. The second day after this, he was allowed to get
out of bed for a short time. The third day, he was up for
all meals, and was about the cottage. On the fifth day, he
was allowed to go to the general dining room, feeling as
well as usual. He showed absolutely no untoward results
from the experience and was discharged, April 27, as
"quiescent."

REPORT OF A CASE OF VOLVULUS OF AN
INTUSSUSCEPTION

E. L. Eliason, M.D., Philadelphia

History.\p=m-\I.A., a negro, aged 22, was admitted to the hos-
pital, July 3, complaining of pain in the right iliac region.
On the preceding February 26, the patient had been operated
on for acute appendicitis, and on June 17, for abdominal
adhesions which were found and freed. On admission, July
3, 1916, the temperature was 97 F., the pulse 84, and respira-
tion was 24. The abdomen was flat and soft. No tender
areas and no masses were found. There had been no vomit-
ing, and the bowels were regular and had moved the previous
day. The patient stated that he had been having the same

type of pain ever since his operation for adhesions, sixteen
days before. He was given a simple enema, 1/80grain of
physostigmin (eserin) and morphin, with good results. The
following day he felt relieved and was discharged.
Clinical Course.\p=m-\July 13, the patient returned to the dis-

pensary complaining of severe abdominal pain. He was

again admitted and given % grain of morphin with no relief.
Two hours later, he was given 10 grains of barbital, and a

sterile water hypodermic by the resident physician, who sus-

pected a hysterical element in the condition. The patient
obtained relief and slept.
July 14, the temperature was 98, the pulse 80, and the

respiration 24. The leukocyte count was 8,100. The patient's
bowels had moved, and he had voided urine normally. He
did not vomit or feel nauseated, but, on the contrary, ate
soft diet with relish and asked for more. The abdomen was

soft, showed no distention, and auscultation elicited normal
peristaltic sounds. The urine showed no blood, but did
show marked indican reaction. The bowels moved as a result
of a soapsuds enema, and were normal macroscopically.
July 15, the night nurse's report for 1 a. m. was to the

effect that the patient was quiet and had been sleeping most
of the night. His temperature was 98.2 F., and pulse 80.
The nurse's 2 a. m. report stated that the patient was having
severe pains and was tossing about the bed, groaning and
perspiring profusely. The patient later got out of bed in
the nurse's absence and was found in the hall on the floor,
crying out with pain. When I saw him for the first time at
10 a. m., he gave every evidence of being hard hit by some
abdominal catastrophe. The skin was cold and clammy. The
temperature 96 F. and the pulse 120. He was groaning with
;>a::i and was in a state of collapse. Abdominal examination
revealed a tender m?.ss in the left iliac fossa.
Operation.—A midline incision was made, and a mass was

delivered which proved to be a volvulus of the ileum, under-

going gangrene. When the volvulus was untwisted, the loop
was found to consist of an intussusception of the ileum, the
intussuscepting loop being glued tightly with well formed
adhesions to the intussuscepted loop. These adhesions were
too firm to separate. Owing to the extreme condition of the
patient, the diseased intestine was excised and the two ends
of the normal ileum brought out of the wound and left open.
The wound was closed. The patient died ten hours later,

COMMENT

Examination of the removed intestine revealed beginning-
gangrene of the enveloping loop of the volvulated intussus-
ception. The inner loop was in the last stage of gangrene
and just ready to slough off into the bowel. Nature had
made a firm anastomosis at the point of entrance of the one

loop into the other. Judging from the advanced decomposi-
tion of the inner loop, the conclusion had to be drawn that
the intussusception had existed for days, probably since his
first symptoms seventeen days before, while the outer loop
showed only evidence of strangulation of hours' duration.
In all probability the volvulus occurred at 1 a. m. of the
morning of the operation, thus accounting for the patient's
sudden collapse.
330 South Sixteenth Street.

AN ETHER DROPPER
I. E. Hill, M.D., Hannibal, Mo.

One of the petty annoyances of the anesthetist is the
arranging of a satisfactory dropper for the ether can.
Every one who gives many anesthesias, at some time or

other, has wished for a device of some sort that would do

Fig. 1.—Top of ether can, with dropper.

away with the inserting of the wick of gauze, safety pin or
similar makeshift dropper, and at the same time deliver
the ether from the can in a suitable manner.

Fig. 2.—Fhotogrrapn and schematic drawing of dropper in position
on ether can.

After experimenting with many droppers, I have evolved
a simple contrivance which not only eliminates all this
trouble but at the same time adds a tinge of fascination
and gives a finished technic to ether administration.
The dropper is made of thin sheet metal and is triangular,

with the base covering half the mouth of the can. To the
back of the metal is a wire spring loop which allows it to be
instantly applied or removed. Whether the entire metal cap
is cut out or two holes simply punched in it, the dropper will
serve with equal satisfaction.
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